On June 27, 2016, the U.S. Supreme Court handed down its most significant abortion ruling since 1992, freeing Texas clinicians and clinics from medically unnecessary regulations that restricted abortion access (1) . The justices, by a 5-3 vote, reaffirmed that states may not impose an "undue burden" on women seeking abortions (1) . The majority opinion asserted that a 2013 Texas law constituted "a substantial obstacle in the path of women seeking a pre-viability abortion" (1) . The Court's decision has important ramifications for abortion access in Texas and 24 other states with similar restrictions (2) , and set a benchmark for the role that research evidence should play in judicial analyses on abortion and likely other highly politicized health services.
Tactics to Restrict Abortion Access
There may be no issue in American politics more contentious than abortion. Preserving the core of its 1973 Roe v. Wade decision, the Supreme Court in 1992 decided Planned Parenthood v. Casey (3), a landmark abortion case that established a new "undue burden" standard to which all state regulations of abortion are measured (3) . As a result, opponents of abortion began promoting state laws to limit access to the procedure, often under the pretext of protecting women's health. One type of legal strategy, collectively known as Targeted Regulation of Abortion Providers (TRAP) laws, singles out abortion clinics and clinicians and subjects them to regulations that are more stringent than those applied to medical care generally (2) . Laws requiring hospital admitting privileges and surgical-facility standards for abortion clinicians are common types of TRAP laws (2) . Evidence shows that the mortality rate for colonoscopy is 0.007 percent, ten times higher than the national mortality rate for abortion, but no law requires colonoscopies to be performed in ambulatory surgical centers (4) . Also, researchers, analyzing abortion data from 54,911 procedures conducted in 2009-10, and the health care services the women received in the 6 weeks after the abortion, found that only 2.1 percent of those abortions resulted in a complication (5)-considerably lower than the 7-10 percent complication rate for wisdom tooth removal (6), yet dentists' offices are not held to these restrictive standards.
Other such TRAP laws include requirements for facilities (e.g., the size of the procedure rooms, corridor width) and clinicians (e.g., board certified obstetrician-gynecologist) (2) and regulations such as mandatory waiting periods and two-trip requirements (7). These requirements are not supported by research. For example, abortion can safely be performed by a range of clinicians, including family physicians. Indeed, the American Academy of Family Physicians includes first-trimester abortion training in its Curriculum Guidelines for Family Medicine Residents (8 women who seek the procedure, as they may need to take multiple days off work; travel, in some cases, hundreds of miles to a clinic; obtain childcare; and experience delays of days or even weeks just to get an appointment (9) . Equity implications arise as these barriers do not affect all women equally, with restrictions on abortion disproportionately limiting access for low-income women and women living in rural areas and states with greater restrictions on abortion services and providers (9) .
The Texas Abortion Bill
In 2013, Texas enacted the Texas Omnibus Abortion Bill (HB2), imposing new requirements on abortion clinicians and clinics (10) . Whole Woman's Health, a company that owns many clinics that offer abortion and other reproductive health services in Texas and other states, sued to lift the restrictions, claiming that they violated the "undue burden" standard set forth in Planned Parenthood v. Casey (1). Two main provisions were at issue: 1) requiring clinicians providing surgical or medication abortions to have active admitting privileges at a hospital within 30 miles, and 2) requiring abortion clinics to meet extensive licensure standards applicable to ambulatory surgical facilities (1). Abortion opponents asserted that laws like HB2 protected women by requiring clinics to "meet the kind of medical and safety standards that legitimate medical centers meet" and that they would fulfill an unmet need to protect women (1) . Abortion opponents argued that HB2 would put into place basic safety standards that any legitimate medical clinic should have to abide by, even though other medical procedures that are much riskier than abortion are not subjected to the same requirements (4, 5) . In addition, they claimed that these laws would protect unborn "children" and credited HB2 with saving infant lives (11) .
Although Texas-based medical associations were largely silent on HB2, many national clinical associations argued that the requirements of HB2 were not medically necessary, did nothing to protect health, and served only to restrict abortion access (4). Leading medical organizations, including the American Medical Association and the American College of Obstetricians and Gynecologists, referred to the ambulatory surgical centre standards requirement as "lack[ing] any evidence-based medical or scientific justification" and pointed out that abortion is "one of the safest medical procedures performed in the United States" (4) . Clinical associations also argued that an admitting privileges requirement "provides no medical benefit and is inconsistent with prevailing medical practice" (4). Additionally, from a patient safety perspective, admitting privileges requirements are not grounded in evidencebased practices, especially considering that no hospital can deny a patient emergency care, regardless of the admitting status of the patient's physician at that hospital (4).
The Impact of HB2 on Texas Women
The law's effects began before it was implemented. Although HB2 was publicly debated, and passed, but before it was enforced (May 1, 2013 through October 31, 2013), eight of Texas's 41 clinics closed or stopped providing abortions (12) . An additional 11 clinics closed once enforcement of HB2 was initiated, and during the 6-month period one year after the law was passed, abortions dropped 13 percent in Texas (12) .
A study surveying 439 abortion-seeking women at ten Texan clinics in mid-2014 found that the law disproportionately affected access for vulnerable women, exacerbating geographic and racial disparities (9) . After HB2 went into effect, women in 100 (out of 254) Texas counties were more than 100 miles from an abortion clinic, and those in 21 counties were more than 250 miles away (13) . HB2 closed all clinics in El Paso and McAllen in the Rio Grande Valley, disproportionately affecting non-white and poorer women (14) . Fourteen of the 15 counties where there was a 100-mile increase in distance to the nearest clinic are more than 50 percent non-white (13) . For example, Hudspeth County has the highest poverty rate in Texas and the nearest clinic with abortion services is 350 miles away in San Antonio (13) . In addition, HB2 increased out-of-pocket costs, required more overnight stays (because of distance), and delayed appointments for weeks (9) . As abortion is considered an urgent procedure in that every week of delay exponentially increases risk of morbidity and mortality, HB2 could threaten women's health and lives (15) . Furthermore, if a woman preferred medication to surgical abortion, HB2 could decrease the chance of receiving her preferred type of procedure, as increased wait times may push some women past the allowable timeframe for medication abortions, thus requiring surgical abortions (9) .
The effects of HB2 on abortion access in Texas will not be quickly reversed after the Court's decision. It will take time before staff are hired, spaces rented, equipment purchased, and permits and state inspections completed. Even if clinics reopen, Texas women seeking abortions face other access restrictions (7) . For example, Texas law requires women to view a fetal ultrasound and wait 24 hours before an abortion, both requirements that are not medically necessary (7) . Patients will likely continue to face long travel distances and increased wait times for appointments, potentially affecting access to abortion for years to come (14) .
Implications Beyond Texas
Currently, about two dozen U.S. states have TRAP laws on the books (2). In five of those states (Michigan, Missouri, Pennsylvania, Tennessee, and Virginia), existing laws are particularly stringent, as Texas's were (2) . Although the Whole Woman's Health v. Hellerstedt ruling sets precedent, it does not automatically invalidate similar laws in other states and each state law would need to be challenged or repealed individually. Since HB2's repeal, the Supreme Court denied Mississippi and Wisconsin's appeals to restore their admitting privileges regulations; Alabama's Attorney General dropped an appeal to enforce an admitting privileges law; the Center for Reproductive Rights commenced a lawsuit challenging seven abortion regulations in Louisiana; and Planned Parenthood has initiated a campaign to take on similar restrictions in eight states (16) . Also, the Oklahoma Supreme Court, on October 4, 2016, ruled that a state law adding new licensing and inspection rules for facilities that perform abortions is unconstitutional (17) . Moreover, on October 24, 2016, the Virginia Board of Health voted 11-4 to end restrictions on abortion clinics (requiring them to have facilities comparable to an ambulatory surgical center) to comply with the U.S. Supreme Court decision in Whole Woman's Health v. Hellerstedt (18) .
Conclusion
Although the recent Supreme Court decision in Whole Woman's Health v. Hellerstedt does not directly address more than 200 other abortion restrictions states have passed since 2011 (7), its reliance on evidence should be noted-for treating abortion like other medical procedures in attempting to provide high-quality, high-value care. The majority ruling cited evidence that Texas's HB2 would have made it difficult for clinicians to offer abortion services because of the expense and uncertainty involved in complying with onerous regulations that do not reflect medical best-practice standards. There is no research to support abortion opponents' claim that the provisions of the Texas law would protect or improve women's safety.
This ruling signals that research evidence matters when courts review laws that affect highly politicized health services. In recent cases from Alabama (19), Arizona (20) , Idaho (21) , and Wisconsin (22) , studies demonstrating that abortion restrictions cause delays in accessing care have been considered proof of undue burden. These cases, coupled with the Supreme Court ruling, suggest that courts are not only increasingly interested in research evidence, but that they are also considering the social and economic circumstances that determine, and often undermine, the extent to which abortion rights can be exercised by women. While HB2's fate is settled, the abortion battle will continue, likely comprising newly proposed restrictive laws on one side and challenges under the "undue burden" standard on the other. In particular, the legal fights (first in legislatures, and then back in the courts) may shift to whether there's a compelling state interest in preventing fetal pain (23) , an essential argument for barring dilation and evacuation abortions and for prohibiting abortions after 20 weeks, even though a comprehensive review of fetal pain studies concluded that "pain perception probably does not function before the third trimester (after 28 weeks)" (24) .
With a 5-3 ruling on Whole Woman's Health v. Hellerstadt, whoever the new U.S. President appoints to fill the Supreme Court's current vacancy is unlikely to introduce a major ideological shift on abortion. If future vacancies arise, additional conservative appointments might shift the balance of opinion on these issues. However, in practice, the Supreme Court has had a majority of conservative justices since Roe v. Wade was decided, except for the past few months of a 4-4 tie, and the Court has been reluctant to overturn long-standing precedents such as Roe v. Wade. Moreover, it remains unclear whether a possible measure to defund Planned Parenthood would pass in the Senate, as several Republican senators have supported Planned Parenthood in the past because the group's services, including mammograms and other preventive care for women, are popular in their states.
Despite uncertainty over abortion access under the new U.S. President, in the immediate term, the Whole Woman's Health v. Hellerstadt ruling will continue to have a ripple effect. States subjecting abortion clinics and providers to burdensome regulation in the name of protecting women's health will actually have to demonstrate that the law's benefits to women's health outweigh its burdens on access.
